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K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038] K038-Ovcrseen by Maintenance Director, door was 7/15/2013
35=D recalibrated and reset for ability to be opened with
Exit access is arranged so that exits are readily less than 15 pounds of force on 7/15/13.
accessible at all times in accordance with section
7.4, 1921 Overseen by Maintenance Director, all exit doars
were 1ested and observed for opening ahility on
715413, All deors properly functioning,.
Overseen by Maintenance Director, QA will be
conducted on testing and observing exit doers for
. . . opening ability. QA will be conducted weekly for 3
This STANDARD is not met as evidenced by: . | weeks or until substantial compliance. Findings wil
Based on observation and testing, it was be reported to the QA Committee on 8/27/13. QA
determined the facility failed to ensure that exits gg“n‘i“r“:‘s‘l‘;ﬁt‘;‘:“gsr‘:c‘:gx?‘;;ﬂ3;“;‘2;] W
. N . 1 » LA v
are readily available at all times. Information Manager, Social Services Director,

L Assistant Director of Nursing, and Director of Rehab.
The finding included:

Observation and testing on 7/15/13 at 10:16 AM
of the cross corridor doors by the laundry
revealed the door required more than fifteen
pounds of force to apen.

This finding was acknowledged by the
maintenance director and the facility administrator
during the exit conference on 7/15M13.

K066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066
$8=D
Smoking regulations are adopted and include no
less than the following provisions:

(1) Smoking is prohibited in any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area is posted with signs that read NO SMOKING
or with the international symbol for no smoking.

(2) Smoking by patients classified as not
responsible is prohibited, except when under

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
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Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused frem cosrecting providing it is deterrnlned that
other safequards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above ﬂndings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of carrectien is requisite to continued
progsram partticipation.
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K 066 | Continued From page 1 K 0B6| KO066-Overseen by Mainterance Director, an 8/6/2013
direct su pervision. approved fire safe container with s.e!f-c]osing cuve}-
was ordered on 7/15/13. [tem received and placed in
(3) Ashtrays of noncombustible material and safe smaking arca on 7/19/13.
design are provided in al s where smoking i )
pe I‘n‘gﬁ tted p ded in all area g1s Overseen by Maintenance Director, all staff
' inserviced on proper usage of fire safe container with
(4) Metal containers with self. c!osing cover self-closing cover by 8/6/13. Facility has one
. - 5 " A smoking area.
devices into which ashtrays can be emptied are
readil‘y available fo all areas where smoking is Overseen by Maintenance Director, QA will be
permitted. 19.7.4 conducted to cnsure proper functioning fire safe
container with self-closing cover in designated
smoking arca. QA will be conducted weekly for 3
weeks or until substantial compliance. Findings will
be reported to QA Committes on 8/27/13, QA
Commiftee consists of Medical Director,
Administrator, Director of Nursing, Health
This STANDARD is not met as evidenced by: Informantion Manager, Social Services Director,
Based on observation, it was determined the Assistant Director of Nursing, and Dirgctor of Rehab.
1
facility failed to provide metal containers with
self-closing cover devices into which ashtrays can
be emptied are readily available to all areas
where smoking is permitted.
The finding included:
Observation on 7/15/13 at 11:02 AM revealed
there were no metal containers with self-closing
cover devices into which ashtrays can be emptied
in all areas where smoking is permitted.
This finding was acknowledged by the
maintenance director and the facility administrator
during the exit conference on 7/15M13.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
58=D

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2
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K 147 | Continued F, rom page 2 K 147 K147-Overseen by Maintenance Director, outlets in 1/26/2013
affected rooms were replaced with Ground Fault
This STANDARD is not met as evidenced by: Clrcuit Interrupter outlets on 7/26/13.

Based on testing and observation, it was
determined the facility failed to ensure electrical
wiring and equipment is in accordance with the
National Electric Code.

Qverseen by Maintenance Director, all tesident

rooms were observed and tested by 7716713 for
ground fault circuit interrupter outlets. All other
rooms and outlets in compliance.

The finding included: Overseen by Maintenance Director, QA will be
conducted to ensure new outlets are functioning
Testing and observation on 7/15/13 at 10:42 AM properly. QA will be conducted weekly for 3 weeks
revealed there were no Ground Fault Circuit fgp‘;’:{‘e'dsf;’ g@:};ﬁ};ﬁf;g;fgf‘sgg‘ﬁ';‘%g"‘ be
Interrupter outlets adjacent to the sinks in the Committee consists of Medical Dircctor,
bathraoms of resident rooms 200 and 203, Administrator, Director of Nursing, Health

Information Manager, Social Services Director,

This finding was acknowledged by the Assistant Dircctor of Nursing, and Director of Rehab.

maintenance director and the facility administrator
during the exit conference on 7/15/13,
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